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with the national average.14 This premature
mortality is mainly due to the effects of
cigarette smoking on physical health.
Smoking has also been found to be a
risk factor for suicide in patients with
major depression or bipolar disorder.15
In addition, Cavazos-Rehg and
colleagues16 reported that smoking
cessation was associated with a reduced
risk of relapse for mood and anxiety
disorders, as well as alcohol misuse; and
with a reduced risk of new onset mood,
anxiety or substance misuse disorder.
Smoking cessation should therefore be
routinely and strongly encouraged.

MONITORING HEALTH
A general assessment of physical and
mental health is important, to identify
any unmet healthcare needs.17 NICE
recommendations on monitoring the
physical health of dual diagnosis
patients are detailed in the guideline on
schizophrenia,10 particular regard should
be paid to the effect of alcohol and
drugs. A comprehensive health check
should be carried out at least annually,
see table 1, below.9,10,17

Monitoring, and interventions, should
be opportunistic, as dual diagnosis
patients may engage erratically and
infrequently.17 Integrated and coordinated
care can improve a patient’s engagement
with services. This should be overseen
by mental health services, 
in communication with the GP and
relevant substance misuse services.

MANAGEMENT
The main overarching principles of
management can be categorised as
follows:
•Referral to secondary care 
• Integrated care
•Education 
•Social care and a person-centred
approach 

Department of Health guidelines
recommend that patients with these
dual problems should receive patient
focused and integrated care which
should be delivered within mental health
services. This recommendation is
echoed by NICE. Secondary care
services may be in a better position than
primary care services to offer crisis 
care and assertive outreach, as well as
long-term care.5

The Department of Health good
practice guidance on dual diagnosis4

and a range of NICE clinical guidelines
address current evidence-based
practice, see table 2, opposite. 

Mental health and substance misuse
needs should be addressed at the same
time, in an integrated package of care,

Table 1 

Health check components for patients with dual diagnosis

General health assessment
•To include blood tests for liver, thyroid and renal function
•Neurological examination if patient reports loss of
sensation, blackouts or confusion
•Respiratory examination if patient smokes tobacco or
other drugs
•Gastrointestinal examination if patient is misusing alcohol

Routinely monitor for cardiovascular and 
metabolic indications of morbidity
Weight, blood pressure, lipids, blood glucose. 
Be aware that anabolic steroid misuse can cause hypertension,
hypercholesterolaemia, thromboses and an increased risk of
stroke and myocardial infarction.

Nutritional assessment
Give thiamine if clinically indicated; healthy eating advice

Treatment of direct complications of injecting drug use
DVT, abscesses, infection

Advice and testing for blood-borne viruses
HIV, hepatitis B and hepatitis C. Including advice about
hepatitis B immunisation

Sexual health advice
Contraception advice; STD screening; cervical cancer
screening

Smoking cessation advice and NRT

Information about local NHS dentists

Physical health can be affected by the
substance itself, or by the route of
administration. The effects of alcohol on
the gastrointestinal, cardiovascular and
central nervous systems are well known.
Smoking heroin or crack cocaine can
result in emphysema and an increased
susceptibility to respiratory infections.
Injecting drug use carries a risk of
infection, either local (abscesses) or
systemic (blood-borne viruses,
endocarditis), and vascular injury. The
Department of Health estimates that a
third of people with dual diagnosis will
be seropositive for either HIV, hepatitis B
or hepatitis C.4

In addition, the social sequelae of
substance misuse – chaotic lifestyle,
impact on families and relationships,
homelessness, increased contact with
the criminal justice system – will all take
their toll on the patient’s mental and
physical health. Such patients are also
more likely to disengage from services.9

Overall, substance misuse is associated
with premature mortality: a reduction in
life expectancy of 9-17 years, compared

delivered by mainstream services.14 This
is a recommendation from Public Health
England; but under current practice,
most dual diagnosis patients see mental
health services about their psychiatric
disorder, and substance misuse teams
for their substance misuse. This emphasises
the need for coordinated care, as stated
above. Traditionally dual diagnosis
patients have at times fallen between
services. In general patients with severe
mental illness should not be excluded
from secondary care mental health
services because of their substance
misuse.17

GP SUPPORT 
The GP is often in a unique position both
to provide continuity of care to the
patient, and to identify the impact that
the patient’s illnesses has on their family
or carers.5 

Carers should be involved as much as
possible, and a carer’s assessment
offered if required; practice nurses can
play a key role in this. Carers should be
identified by entering the appropriate
Read code in their medical records.1,9
If relatives or carers live with the patient,
consider referring to psychological
services for family intervention.10

Education on a healthy lifestyle and
harm reduction (not having unprotected
sex or sharing needles) is an important
part of management.9

Employment, housing, benefits and
social isolation all impact on, and are
impacted by, substance misuse and
mental ill health. The patient’s wider
health and social needs should also be
explored.1 Ideally this should be done in
conjunction with other commissioned
services,1 that provide support for
substance misuse patients.9

It is vital to remember that dual
diagnosis patients are more likely to lose
contact with, or disengage from,
services. Non-attendance or loss of
contact should be followed up
appropriately by liaising with the GP 
and any secondary care services
involved.1

A non-judgemental, person-centred
approach and integrated care can
impact positively on patient
engagement with services and
concordance with treatment.1  

Where concordance is erratic,
depot/long-acting injectable
antipsychotic medication can be 
used10 to manage non-adherence to
antipsychotic medication. This should,
however, not be seen as a specific
treatment for psychosis and coexisting
substance misuse9 – unless, of course,
the patient prefers this approach.10


